* Thromboembolism
Most patients with intermittent claudication present at between 55 and * Buerger's disease 60 years ofage, when the commonest cause is progression ofatherosclerosis. * Arteritis:
In younger patients the other causes ofclaudication are proportionally more is not appropriate for the young claudicant patient, in whom the symptoms * Trauma more dramatically affect lifestyle, unusual diagnoses assume greater * Cystic adventitial disease importance, and thorough investigation of the arterial system should be encouraged. Extensive non-invasive investigation is now possible and less invasive methods of treatment are more accepted.
Diagnosis
It is easy to overlook the symptoms in a 20 year old patient unless the possibility ofintermittent claudication is kept in mind. There are, however, several possible causes of true intermittent claudication in a young person, including popliteal entrapment, cystic adventitial disease, and Risk factors in the atherosclerotic developmental anomalies. Venous claudication should not be overlooked in claudicant the differential diagnosis: there is the typical "bursting" sensation after * Smoking walking that is relieved by raising the leg, and there is usually a history of 
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Normal popliteal artery (left) and popi entrapment (right).
Spinal stenosis.
Popliteal aneurysm The commonest cause of popliteal aneurysm is atherosclerosis, but other causes are popliteal artery entrapment, Marfan syndrome, and EhlersDanlos syndrome.
Atherosclerotic aneurysm -This is less common in the popliteal region than in the abdominal aorta, but 10% of patients with an abdominal aneurysm also have a popliteal aneurysm. Clinical suspicion is confirmed by ultrasound scanning, and arteriography should be carried out before operation, which entails ligation or resection of the aneurysm together with vein or synthetic bypass grafting.
Popliteal entrapment-The underlying lesion is an abnormal origin of the gastrocnemius, usually the medial head, which compresses the artery and causes the intermittent claudication. On clinical examination the pulses may be normal, but it may be possible to make the foot pulses disappear by holding the leg in full extension with plantar flexion or dorsiflexion of the foot. If left untreated the compressed artery may become occluded with thrombus or develop a poststenotic aneurysm. Arteriography of both legs should be done because the condition is often bilateral. At operation the aberrant muscle bundle is simply divided and-if the artery is occluded or aneurysmal-an end to end vein graft interposed.
Other causes ofpopliteal aneurysm -Patients with Marfan syndrome are usually tall, and have other typical features including arachnodactyly, high arched palate, and dislocated lenses, and as a rule do not present with claudication. This is also true of patients with the Ehlers-Danlos syndrome, who have hyperextensible joints and hyperelastic skin. Patients with mycotic aneurysms are unlikely to present with claudication, but may present with fever, malaise, and local pain.
Other developmental anomalies -U'
Coarctation of the aorta may present in a young patient as bilateral intermittent claudication, but more usually presents as hypertension.
Femoral pulses are absent or diminished, and collateral vessels may easily be found on the chest wall. A persistent sciatic artery is a rare cause of intermittent claudication in a young person, and can be diagnosed only by arteriography; on clinical examination the popliteal and foot pulses are absent.
Cystic adventitial disease liteal
Cystic adventitial disease is an uncommon condition of unknown aetiology in which the lumen of the popliteal artery is compressed by a cyst (similar to a ganglion) developing in the tunica media. Onset of claudication is abrupt because of rupture of the cyst or haemorrhage within it. A characteristic curved indentation of the lumen is seen on arteriography (the C"scimitar" sign). Duplex Doppler scanning also shows the cysts and is probably the best investigation. Percutaneous transluminal angioplasty is of no use because the lesion is outside the intima; the choice of treatment is either operation (with excision of the cystic area and vein grafting if necessary), or The introduction of percutaneous transluminal angioplasty greatly improved the treatment of occlusive vascular disease, but at the cost of an increased number of arteriograms. This is partly offset by the increased use of intravenous digital vascular imaging, which-though less invasive-still requires a large dose of contrast medium. It does not, however, require admission to hospital. Percutaneous transluminal angioplasty is effective in treating short stenoses or occlusions of both iliac and femoral arteries, and requires an overnight stay in hospital because of the size of the arterial puncture.
If the lesion is not amenable to transluminal angioplasty, surgery has to be considered. This will depend on the severity of the patient's symptoms, his or her general condition, and the extent and location of the disease. Bypass grafting in the leg is usually reserved for more severe ischaemia because of the decrease in patency in the long term and the small but real risk of endangering the limb. A patient who is unsuitable for percutaneous transluminal angioplasty and is affected by only moderate claudication without severe ischaemia may have to come to terms with his or her disease. We acknowledge with thanks the assistance of the audiovisual department, St Mary's Hospital, London, in the preparation of the illustrations.
ANY QUESTIONS
Is a vaccine likely to be available to prevent women contracting toxoplasmosis during pregnancy?
The first attempt at vaccination with heat inactivated toxoplasma parasites was in 1924. Since then there have been many attempts at vaccination using live, attenuated, or killed toxoplasma or extracts of toxoplasma. Vaccination against toxoplasmosis makes sense in pregnant women as the problem is to avoid a primary infection. The problem is different in patients with AIDS, in whom disseminated toxoplasmosis often results from reactivation of previous infection. Thus a vaccine that may be useful to pregnant women may not help others at risk of serious toxoplasma infection.
It has been difficult to extend early experiments on toxoplasma vaccines. A vaccine using a mutant sensitive to temperature (ts-4) has been patented; immunity, however, was not long lasting. Some killed vaccines were able to protect animals against lethal challenge with toxoplasma, but infection occurred and toxoplasma cysts were subsequently recovered from the animals' tissues. For pregnant women it is essential to prevent infection rather than clinical disease. Asymptomatic infection in the mother may result in a severely affected fetus. Does female sterilisation by occlusion of the fallopian tubes confer protection against pelvic inflammatory disease?
It is well established that in most cases pelvic sepsis is a result of ascending infection from the lower genital tract. The role of sexual activity in the genesis of infection is generally accepted. Sperm may provide a vector for transferring specific organisms, including Escherichia coli, Neisseria gonorrheae, and Ureaplasma urealyticum, to the uterine cavity and fallopian tubes. Infection due to Chlamydia trachomatis accounts for a high proportion of cases of pelvic inflammatory disease. The organism has been observed attached to sperm recovered from the peritoneal cavity at laparoscopy, and transmission of chlamydial infection by donor insemination has been described. Chlamydial infection is often asymptomatic but in as many as 10% of cases may lead to acute salpingitis.' Barrier methods of contraception seem to be associated with a reduced risk of contracting pelvic inflammatory disease. This may be a reflection of the pattern of sexual behaviour of the individuals using such contraception rather than a specific protective effect of the method itself. Women who have been surgically sterilised also have a low incidence of pelvic inflammatory disease, but they probably belong to a group who are at low risk of contracting the disease in any case. Occlusion of the fallopian tubes cannot be expected to prevent the ascent of infective organisms in women who expose themselves to the risk of transmitted infection, and thus it is not surprising that there have been reports of acute pelvic infection in sterilised women.2 That sepsis may be found distal to the site of occlusion might be explained by the known potential for lymphatic spread of infection from the endometrial cavity. It is also theoretically possible that some interrupted tubes may contain a small fistula, allowing passage of organisms through the length of the fallopian tube to the peritoneal cavity beyond.
Currently available data suggest that about 8% of women in whom acute pelvic sepsis is diagnosed will have undergone sterilisation. Although this remains a safe method of contraception with a low incidence of infective complications, the possibility of acute salpingitis must be considered, despite a history of sterilisation, in all clinically symptomatic patients. -MARK HAMILTON, senior lecturer and consultant gynaecologist, University of Aberdeen
